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Current Trends 





Smoking and Health: A National Status Report 


When the Comprehensive Smoking Education Act, Public Law 98-474, was signed into 
law in October 1984, it was the first major smoking and health legislation enacted by the Con- 
gress in over 15 years. The law required that all cigarette packages and advertising include 
four new health warnings and that these warnings be rotated quarterly. These new warnings 
replaced the single statement that had appeared on packs and in advertising since 1970. 

The legislation also required the Department of Health and Human Services to undertake 
significant new activities, including a biennial report to Congress. On November 20, 1986, the 
Department issued the first of these reports. “Smoking and Health: A National Status Report” 
provides significant new information on smoking and health at the national, state, and local 
levels (7 ). A summary of key findings is presented below. 

Smoking Prevalence 1955-1985 

By 1985, 21 years after the first report of the Surgeon General's Advisory Committee, 
smoking prevalence rates in the United States had declined to the lowest level observed in 
nearly 40 years. Only 30% of all persons = 18 years of age now smoke cigarettes on a regular 
basis. This figure is down from nearly 45% at the time of the Advisory Committee's report in 
1964 (2). 

Smoking rates for men have declined more rapidly than smoking rates for women (Figure 1). 
In the early 1960s, male cigarette-use rates were well above 50%. In 1985, maie smoking 
prevalence had decreased to 33%— probably the lowest rate among men in this country at any 
time except prior to World War |. From the mid- 1960s to 1985, female smoking rates declined 
from 34% to 28%. However, the gap between male and female smoking is narrowing. When life- 
time smoking prevalence is examined by birth cohort, it is clear that, among contemporary age 
groups, there no longef exists a significant difference between men and women either in initiat- 
ing smoking or in regular use of cigarettes. 

Age of Initiation of Regular Cigarette Smoking 

Data from the National Health interview Survey shows a narrowing of the average age of 

initiation between men and women. Cigarette smoking among men began to increase around 
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the turn of the century, and, by World War |, large numbers of men were smoking cigarettes. 
Women, however, did not begin to smoke in significant numbers until some 25 years 
later —just prior to and during World War Il. 

In more recent birth cohorts, the overwhelming majority of both men and women began 
smoking as teenagers. For the cohorts born from 1940 to 1949 and from 1950 to 1959, 
there is little difference in the proportion of men and women who began regular smoking 
before their 20th birthday (Figure 2). For the cohort born from 1950 to 1959, 88% of male 
and 84% of female ever smokers had initiated their behavior before age 20. Few adults initiate 
and adopt the behavior on a regular basis after age 20. 

Reports of the Surgeon General and others have consistently noted a strong dose- 
response effect between smoking initiation at an early age and mortality from all the major 
smoking-related diseases, including cancer, cardiovascular disease, and chronic obstructive 
lung disease. The current report also states that the earlier a person begins to smoke as a 
teenager, the less likely that person is to quit smoking as an adult and the more likely that 
person is to be a heavy smoker. 

State Legislation on Smoking and Health 

The new report contains a complete review of all state legislation on smoking and health. 
One of the major findings relates to sales and distribution of cigarettes and other tobacco pro- 
ducts to minors. The majority of states (38) have enacted legislation restricting the sale or 
distribution of tobacco products to minors. However, 12 states have no such laws, and 14 of 
the states with restrictive legislation have set the minimum age for purchasing tobacco prod- 
ucts at less than 18 

The Secretary of Health and Human Services, Dr. Otis Bowen, in his letter transmitting the 
report to the Congress, strongly urged all jurisdictions to adopt 18 as the minimum age at 
which any person should be allowed to purchase tobacco products. Concerning laws that 
impede the sale or availability of tobacco products to minors, Dr. Bowen wrote, “Enactment 
and enforcement of such legislation could have a strong preventive effect on early uptake of 
cigarettes and other tobacco products.” 


FIGURE 1. Percentage of current, former, and never smokers, by sex and year, United 
States, 1955-1985 
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Reported by Office on Smoking and Health, Center for Health Promotion and Education, CDC. 
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FIGURE 2. Percentage of persons initiating smoking before age 20, by sex and 10-year 
birth cohorts, United States, 1900-1959 
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Premature Mortality from Diabetes Mellitus — 
Use of Sentinel Health Event Surveillance to Assess Causes 


According to nationa! death certificate data (Table V), diabetes was the 12th leading 
cause of years of potential life lost in the United States in 1984. Actually diabetes contributes 
to a much larger proportion of mortality, since it is reported on only about half of the death 
certificates for persons who die with the disease and is listed as the underlying cause on only 
one-quarter of the certificates on which it appears (7). The most frequent causes of death 
among persons with diabetes are ischemic and other forms of heart disease, cerebrovascular 
disease, and other forms of atherosclerosis; renal disease, including nephritis/nephrosis and 
uremia; respiratory disease; and infection. 

Optimal diabetes control depends on access to health care and the application of modern 
health care practices by both providers and patients. A method recently suggested for ascer- 
taining the causes of premature mortality among persons with diabetes is the enumeration 
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and investigation of deaths among young persons with diabetes (2). For the purpose of this 
investigation, each death is considered a “sentinel health event” worthy of detailed evalua- 
tion (3). The frequency of and factors contributing to these events may serve as a measure of 
the quality of health care in the community. 

During 1985, Diabetes Control Programs (DCP) in Colorado, Illinois, Kentucky, Louisiana, 
Michigan, and Washington participated in a pilot project to test a surveillance system for sen- 
tinel health events for persons with diabetes. An event was defined as the death of a person 
who was <45 years of age and whose death certificate made any reference to diabetes. A 
DCP investigator gathered basic demographic data from the death certificate and interviewed 
a family member and a physician associated with the case. The information collected included 
demographic, clinical, and health care related data. 

The cause of death for each event was coded into one of the following three categories: 
1) acute complications of diabetes (diabetic ketoacidosis or coma, infection, and hypoglyce- 
mia), 2) chronic complications (heart disease, end-stage renal disease, and cerebrovascular 
disease), and 3) other (diabetes only, non-diabetes-related, and unknown). Coding was based 
on the most contributory cause as indicated on the death certificate and by the DCP 
investigation. 

Two hundred and thirty-three events were identified. The mean observed mortality rate 
(adjusting for variable observation times among sites) was 32.7/10,000 persons who were 
<45 years of age and had diabetes. Based on 1983 national death certificate data, the ex- 
pected rate is 36.3/10,000 persons < 45 years of age with diabetes. 

The cohort of events included 146 males and 87 females. The median age at death was 
38 years for males and 36 years for females. The distribution of causes of death did not differ 
between males and females. However, the cause of death differed significantly by age (Chi- 
square= 14.5, p<0.01); younger persons tended to die from acute complications, and older 
persons, from chronic complications (Table 1). 

Several conditions were incidentally reported with notable frequency. They include alcohol 
abuse (13 events), suicide (5 events), and cardiomyopathy or congestive heart failure in the 
absence of ischemic heart disease (7 events). Eight of the persons with a history of alcohol 
abuse were male. Five of the 13 persons with a history of alcohol abuse died from acute 
complications; three, from chronic complications; and five, from other causes. All of the sui- 
cide events involved males. 

The care practices of the cohort are shown by sex in Table 2. Such practices as blood 
pressure measurement and urinalysis were reported to have been conducted within the last 
year of life for virtually every person in the cohort. Other care practices, including glycohe- 
moglobin measurement and funduscopic examination in the last year of life, were reported 
less commonly. Only half (48%) of the funduscopic examinations were performed by ophthal- 


TABLE 1. Cause of death among 233 persons < 45 years of age with diabetes, by age, 
1985 





Age 
0-24 
Cause of death N=18 





Acute complication 50.0 
Chronic complication 11.1 
Other 38.99 
Total 100.0% 








Vol. 35/No. 46 MMWR 713 
Diabetes Mellitus — Continued 


mologists. Among those persons using insulin (84%), 46% had had a glycohemoglobin test in 
the last year of life, and 61% had used self-monitoring of blood glucose. Although virtually all 
persons with hypertension had been under treatment for it, the condition had not been con- 
trolled for 57% of them (2140/90 mm Hg at the last examination). Forty-one percent were 
smokers at the time of death. 

Individual differences in care practices between those who died from acute complications 
and those who died from chronic complications were not statistically significant. However, 
those who died from acute complications were reported to have had fewer average yearly 
physician visits than those who died from chronic complications (Wilcoxon rank sum test, 
p<0.05). 

There were more males than expected in the cohort. The ratio of males to females was 
1.6, whereas the ratio of males to females in the living diabetic population < 45 years of age 
is 0.7. Differences in individual care practices between males and females were not statistical- 
ly significant. However, within the last year of life, females had consistently higher rates of 
beneficial health care practices such as blood pressure check, urinalysis and glycohemoglobin 
testing, self-monitoring of blood glucose, and funduscopic examination. Fewer females had 
been current smokers, and females had seen physicians more frequently than had males, 
though the difference was not significant (median frequency 9 visits per year for females as 
compared with 6.5 visits per year for males). 

Reported by B Gabella, S Michael, Colorado Dept of Health; B Hudspeth, R Shubert, /ilinois Dept of Public 
Health; C Gollmar, Kentucky Dept of Health Svcs; D Kaplan, Louisiana Dept of Health and Human 


Resources; J Beasley, M Halpern, S Longabaugh, Michigan Dept of Public Health; J Will, Washington 
Dept of Social and Health Svcs; Div of Diabetes Control, Center for Prevention Svcs, CDC. 


Editorial Note: Despite the heavy toll of chronic diseases on the health of persons in the 
United States, there are relatively few surveillance systems for them. The model surveillance 
system employed for infectious diseases, which includes reporting and compiling cases at a 
central source and rapidly disseminating results, is not currently a feasible approach for chron- 
ic disease surveillance. Infectious disease controi—the investigation of causes and develop- 
ment of control strategies—is relatively straightforward. Chronic disease surveillance and 
control are comparatively more difficult because 1) chronic diseases are more complicated to 
diagnose, 2) there are often multiple and poorly defined etiologic factors for disease, and 3) 
there are long latency periods between these factors and the onset of disease. In addition, the 


factors responsible may be behaviors or practices (or neglect thereof) of affected persons or 
health care providers. 


TABLE 2. Care practices in year prior to death among persons < 45 years of age with dia- 
betes, by sex, 1985* 





Male Female Total 
(%) \ (%) " (%) 


Blood pressure check (91.8) (100.0) 97 (95.0) 
Urinalysis (86.9) 37 (100.0) 98 (91.8) 
Funduscopic examination (76.2) 36 (83.3) 99 (78.9) 
Glycohemoglobin testing 

among insulin users (41.3) 19 (57.9) 65 (46.2) 
Self-monitoring of blood glucose 

among insulin users 54 (59.3) 31 (64.5) 85 (61.2) 
Current smoker 63 (42.9) 36 (38.9) 99 (41.4) 











"Includes only events for which responses from a physician or a family member were obtained during 
DCP investigation. 
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Between 50% and 85% of the acute and chronic complications that are associated with 
diabetes and contribute to mortality are preventable or treatable (4). Previous studies on 
premature mortality among persons with diabetes have found that a significant proportion of 
deaths were due to preventable factors. The mortality rate for persons with diabetes who are 
<45 years of age has been reported to be 8 times that of the same age group in the general 
population (2). A detailed review of Washington State death certificates revealed that almost 
one-third of the deaths of persons < 45 years of age with diabetes were due to acute compli- 
cations for which there is definitive therapy (2). In a study in Great Britain, “neglect of dia- 
betes” was considered a contributing factor in 27% of 447 deaths involving persons with dia- 
betes who died at < 50 years of age (5) 

The rates of routine care practices of blood pressure check and urinalysis testing in this 
reported cohort were high. However, all persons with diabetes would be expected to have 
such basic examinations, especially in the last year of life when manifest complications of dia- 
betes cause many to seek more health care. The rates of utilization of state-of-the-art care 
technologies, such as glycohemoglobin measurement or self-monitoring of blood glucose, 
were considerably lower and might be a more sensitive reflection of the quality of care. Finally, 
considering that this group is already at high risk for vascular disease, the rate of smoking 
was high. 

‘ Jith advancing age, the frequency of complications among persons with diabetes in- 
creases, and the potential to prevent complications and attendant mortality decreases. The 
greatest potential to prevent mortality and years of potential life lost from diabetes exists 
among the youngest age groups. Problems that can be remedied by improved health care for 
this age group could also be expected to be remediable for the rest of the diabetic population. 
Thus, recommendations for preventing future deaths among persons <45 years of age 
should benefit the entire diabetic population. 

The combination of alcohol and diabetes appears to be of particular concern. Alcohol has 
well-observed adverse effects on the health of persons with diabetes. Metabolic disturbances 
and compromise of the discipline and self-care that is integral to overall diabetes care are 
among these effects (6). 

The preponderance of males in this cohort is unexplained. The higher mortality rate for 
males in part reflects the higher mortality experienced by males in the general population. It 
may also be related to a lower quality of care, but this warrants further investigation. 

Sentinel health event surveillance in diabetes has the potential of illuminating the factors 
that contribute to premature mortality in the diabetic population and of forming the basis for 
systematic public health strategies to address diabetic health care problems. The system may 
then provide a means for measuring success or failure of strategies over time. 
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Staphylococcal Food Poisoning from Turkey 
at a Country Club Buffet — New Mexico 


An outbreak of acute gastrointestinal iliness followed a buffet served to approximately 
855 people at a New Mexico country club on March 30, 1986. Of the 162 persons inter- 
viewed, 67 (35%) were ill with diarrhea, nausea, or vomiting. Twenty-four required emergency 
medical treatment or hospitalization. Of the 67 patients, 59 (88%) reported diarrhea; 52 
(78%), nausea; 52 (78%), vomiting; 44 (66%), abdominal cramps; 30 (45%), headaches; 16 
(34%), fever; and three (4%), bloody stool. Incubation periods ranged from 1.5 hours to 27.5 
hours with a mean of 5.5 hours and a median of 4 hours. Duration of iliness ranged from 1 to 
88 hours with a mean of 26.3 hours and a median of 16 hours. 

Three food items (turkey, poultry dressing, and gravy) were significantly associated with ill- 
ness. For turkey, the odds ratio (OR) = 5.5 and the confidency limits (CL) = 2.3-13.1; for 
dressing, OR = 17.9 and CL = 6.1-56.4; and for gravy, OR = 2.9 and CL = 1.4-5.9. Bacterio- 
logic cultures of the turkey and dressing yielded 4x1 07 and 3x10 Staphylococcus aureus or- 
ganisms per gram respectively. Small concentrations of S. aureus were found in other foods 
that were not associated with illness, suggesting some degree of cross-contamination. Pre- 
formed staphylococcal enterotoxin type C was found in the turkey but not in the dressing. 

S. aureus phage type 95 was isolated from the turkey and dressing, one food handler’s 
nares (nasal passages) and stools, the nares of a second food handler, and the stools of a 
third. In addition, S. aureus that either could not be typed or was of another phage type was 
isolated from stools and nares of other food handlers and restaurant patrons. Two food hand- 
lers had open sores on their hands, but coagulase-positive staphylococci were not isolated 
from these sores. Although all of the food handlers had eaten at the buffet, none of them had 
gastrointestinal symptoms. 

Review of food handling procedures indicated that the turkey had cooled for 3 hours at 
room temperature after cooking—a time and temperature sufficient for bacterial proliferation 
and toxin production. It was believed that the same utensils were used for both the turkey and 
other foods before and after cooking. 

This same country club had experienced another foodborne outbreak in July 1984. The 
source of this outbreak was staphylococcal contamination of burritos and tacos. The ingre- 
dients had been cooked, assembled by hand, and then placed in a snack bar at room tempera- 
ture. Phage typing was not performed. None of the food handlers with S. aureus isolated 
during investigation of the current outbreak were reported to have been working at the coun- 
try club in July 1984. 

After both outbreaks, food handlers were retrained by state environmental health person- 
nel. Special emphasis was placed on increased hand washing, handling food only with gloves 
or implements, maintaining food below 45F (7.2C) or above 140F (60C), using smaller por- 
tions during cooling, maintaining better equipment and utensil sanitation, and exercising 
better management and supervision. 

Reported by R Munoz, MPH, E Ornelas Jr, LN Nickey, MD, S Balcorta, MSW, D Sublasky, | Rivas, El Paso 
City-County Health District, Texas; JT McLauchlin, RC Krehoff, PhD, GS Garcia, PE, District ill, G Graves, 
MS, J Thompson, MPH, Community Services Bureau, Environmental Improvement Div, B Lara, P Jones, P 
Allman, District V, Health Svcs Div, PW Gray, J Miller, P Gutierrez, MS, J White, L Nims, MS, Scientific 


Le-ratory Div, M Eidson, DVM, HF Hull, MD, State Epidemiologist, Office of Epidemiology, New Mexico 
Health and Environment Dept; Div of Bacterial Diseases, Center for infectious Diseases, CDC. 
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Editorial Note: Epidemiologic and bacteriologic data in this large outbreak strongly implicate 
turkey and dressing as the vehicle. Turkey has accounted for 10% to 21% of all bacterial food- 
borne outbreaks for which a vehicle has been determined (7 ). Such outbreaks are particularly 
frequent around the Thanksgiving and Christmas holidays. The large number of people who 
may eat the meat of a single bird may amplify errors in preparation and make turkey- 
associated outbreaks more likely to be detected. Cooking turkey calls for particular care be- 
cause of the large volume of meat to be heated and cooled, the practice of preparing it the 
day before it is served, and the amount of handling needed to remove the meat from the car- 
cass (2). The pathogens most frequently causing turkey-related outbreaks are C/ostridium 
perfringens (36% of such outbreaks reported in 1982), Sa/monelia (36%), and Staphylo- 
coccus aureus (27%) (3). 

This report illustrates several characteristics of staphylococcal foodborne outbreaks. Out- 
breaks most frequently involve foods high in protein. From 1977 to 1981, approximately 25 
outbreaks of staphylococcal foodborne disease were reported to CDC annually. The most 


(Continued on page 721) 





TABLE |. Summary —cases specified notifiable diseases, United States 





45th Week Ending Cumulative, 45th Week Ending 


Nov. 9. Median Nov 8 Nov.9, Median 
1985 1981.1985 1986 1985 1981-1985 











Acquired immunodeticrency Syndrome (AIDS) 202 N 11,413 6.863 N 
Aseptic meningitis 307 8.974 9,075 8.474 
Encephahtis Primary (arthropod-bome 
& unspec ) 30 1,062 1,148 1,337 

Post infectious : 90 110 81 

Gonorrhea. Civihan 17,217 767,837 770,375 782,625 
Military 478 8 14,420 18,345 21,192 

Hepatit:s Type A 508 19,437 19,730 19,730 
Type B 518 22,098 22,517 20.670 

Non A. Non B 70 N 3.030 U N 

Unspecified 128 3,862 J 6,320 

Legronetios:s 8 N 660 N 
Leprosy 6 219 210 
Malana 7 973 892 
Measles: Total” 21 5.850 2.439 
indigenous 20 5.552 N 

imported - 1 298 N 
Meningococcal intections: Total 47 2.109 t 2.365 
Crwshan 47 2.107 J 2,350 

Mubtary - - 2 12 

Mumps 44 4,453 . 2.879 


Pertussis 98 3.855 . 2,069 
Rubella (German measies) 8 8 452 878 


Syptuks (Primary & Secondary): Crvihan 576 23.312 s 26,766 

Mubrtary 1 140 334 
Tomc Shock syndrome 7 N 302 N 
Tuberculosis 467 388 18,953 J 20,217 
Tularerme 4 1 2 134 238 
Typhord fever 11 4 276 344 
Typhus fever tick-borne (RMSF) 7 5 728 938 


Ratres. arwmal 67 85 4,749 . 5,371 








TABLE I. Notifiable diseases of low frequency, United States 








Cum. 1986 Cum. 1986 


Anthrax Leptospirosis (Mo. 1. Fia. 2, Tex. 1) 35 
Botulism Foodborne Py 7 
infant (Calif. 2) Poliomyelitis, Paralytic 1 
Other Psittacosis 84 
Brucellosis Rabies, human . 
Cholera Tetanus 57 
Congenital rubella syndrome 


Trichinosis 31 
Congenital syphilis, ages < 1 year 107 Typhus fever, flea-borne (endemic, murine) (Fla. 1) 45 
Diphthena . 














** There were no cases of internationally imported measies reported for this week 
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TABLE Ill. Cases of specified notifiable diseases, United States, weeks ending 
November 8, 1986 and November 9, 1985 (45th Week) 





Encephahtis 





Reporting Area Primery 


Post-in- 
fectious 


Gonorrhea 
(Crvshan) 


Hepatitis (Viral). by type 





Unspec: 


A 
8 NA.NB ted 


Legione! 
losis 


Leprosy 





Cum 
1986 











Cum 
1986 








Cum 


Cum 
1986 1985 





1986 1986 














1986 





Cum 
1986 





UNITED STATES 1,062 
NEW ENGLAND 9 24 
Maine 

NH 

vt 

Mass 

Ri 


Corn 


MID ATLANTIC 
Upstate N Y 
NY City 

NJ 

Pa 


EN CENTRAL 
Omo 

ind 

" 

Mich 

Wis 


WN CENTRAL 
Minn 

lowa 

Mo 

N Dak 

S Dak 

Nebr 

Kans 


S ATLANTIC 
Del 

Ma 

oc 
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W Va 

NC 

sc 
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ES CENTRAL 
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WS CENTRAL 
Ark 

la 

Okla 

Tex 


MOUNTAIN 
Mont 
Idaho 

Wyo 

Colo 

N Mex 

Anz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawan 


Guam 

PR 

vi 

Pac Trust Terr 
Amer Samoa 


90 


3 


767,837 770,375 


20,199 19,741 
762 999 
494 495 
237 287 

7,488 8,193 
1,579 1,566 
9.639 8,201 


132,596 
15,771 
76,949 
16,962 
22.914 


111,724 
15,562 
54,766 
16,806 
24,590 


100,463 
25.405 
11,046 
24,295 
32,386 

7,079 


101,400 
27,212 
11,122 


33,201 
4,741 
3.393 

16.412 

279 
689 
2.489 
5.198 


199,298 
3,302 
23,277 
14,864 
16.294 
1,917 
31,177 
16,993 
32,997 
58,477 


201,359 
3,878 
25.307 
13.752 


61,743 

6,810 
23,448 
18,040 
13,445 


1,177 

4.330 3,899 
108,269 112,215 
8,786 


57 95 


a 9 
1 1 


14 
6 


219 
8 





N Not notable U Unavailable 
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TABLE Ill. (Cont‘’d.) Cases of specified notifiable diseases, United States, weexs ending 
November 8, 1986 and November 9, 1985 (45th Week) 





Measies (Rubeola) s 
Maiana Mumps Pertussis Rubella 


indegenous imported * 

Cum Cum Cum Cum Cum Cum Cum Cum 
1986 r006 | Say 1906 | Soce 1986 1986 1986 1986 | 1985 1986] faze | 1985 
UNITED STATES 973 87 5,552 298 . 116 4453 90 3855 3.070 8 452. 591 


NEW ENGLAND 82 . 21 2 7 194 - 9 12 
Maine 12 1 ° 


‘ : . 9 . ; 
NH 43 . . . 105 - 2 
: : : 3 ; ; 
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w& 
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2 
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3 
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3 
0 
a 
5 
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Ky 

Tenn 

Ala 
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MOUNTAIN 
Mont 
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Anz 

Utah 
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Wash 


27 


4 
36 
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“For measies onty. importad cases includes both out-of-state and international wmportations 


N Not nothable UU tn Sout-of-state 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States. weeks ending 
November 8, 1986 and November 9, 1985 (45th Week) 





To: Typhus F 
Syphitis (Civikan) pro Tuberculosis Tula Typho (Tich-bomel Robves 
(Primary & Secondary) Syndrome rerma Fever (RMSF) Animal 


Cum Cum 1986 Cum Cum Cum Cum Cum Cum 
1986 1985 1986 1985 1986 1986 1986 1986 


UNITED STATES 23,312 23,367 ‘ 18,412 134 
NEW ENGLAND ° 629 1 
40 
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TABLE IV. Deaths in 121 U.S. cities.“ week ending 


November 8, 1986 (45th Week) 





All Causes, By Age (Yeers) 





Reporting Area al 
Ages 








25-44 











1-24 








All Causes, By Age (Years) 





Reporting Area 





45-64 1-24 























NEW ENGLAND 
Boston Mass 
Bridgeport. Conn 
Cambndge Mass 
Fall River Mass 
Hartford. Conn 
Lowell, Mass 

Lynn Mass 

New Bedford Mass 
New Haven Conn 
Providence. Ri 
Somerville Mass 
Springteid. Mass 
Waterbury. Conn 3 
Worcester Mass 48 


599 
169 


MID ATLANTIC 
Albany NY 
Allentown Pa 24 
Buttalo. NY 

Camden, N J 
Ehzabeth. NJ 

Ere, Pat 

Jersey City. NJ 

NY City NY 

Ne wk NJ 
Paterson, N J 
Priiadeipma Pa 
Putsburgh. Pa t 
Reading, Pa 
Rochester N Y 
Schenectady. N Y 
Scranton. Pa t 
Syracuse. NY 
Trenton, N J 

Utes NY 

Yonkers, N Y 


2.318 
53 


EN CENTRAL 2.187 
Akron, Omo 60 
Canton. Oto 32 
Chicago. itt § 564 
Cincinnat:. Omo 118 
Cleveland. Oto 175 
Cotumbus. Oo 131 
Dayton. Omo 110 
Detrort. Mich 261 
Evansville ind 25 
Fort Wayne. ind 37 
Gary. ind 17 
Grand Rapids. Mich 48 
inchanapotis. ind 
Madison Wis 
Milwaukee Wis 

Peona it 

Rockford. ti 

South Bend. ind 

Toledo. Omo 
Youngstown. Oo 


WW CENTRAL 
Des Momes lowa 
Duluth, Minn 
Kansas City. Kans 
Kansas City. Mo 
Lincoln. Nebr 
Minneapolis. Minn 
Omaha. Nebr 

St Louis, Mo 

St Paul, Minn 
Wichita. Kans 
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S ATLANTIC 
Atlanta. Ga 
Baltemore. Ma 
Chariotte. NC 
Jacksonville. Fla 
Miarn: Fla 


Savannah Ga 

St Petersburg. Fia 
Tampa. Fla 
Washington. D C 
Witrungton. Det 


ES CENTRAL 
Birmingham, Ala 
Chattanooga. Tenn 
Knoxville. Tenn 
Loursville. Ky 
Mempts. Tenn 
Mobile Ala 
Montgomery. Ala 
Nashville. Tenn 


WS CENTRAL 
Austin. Tex 
Baton Rouge La 
Corpus Christi. Tex 
Datilas. Tex 

E! Paso. Tex 
Fort Worth. Tex 
Houston. Tex 
Little Rock. Ark 
New Orleans. La 
San Antomo. Tex 
Shreveport. La 
Tulsa. Okla 


MOUNTAIN 
Albuquerque N Mex 
Colo Springs. Colo 
Denver. Colo 

Las Vegas Nev 
Ogden. Utah 
Phoenm, Anz 
Pueblo. Colo 

Salt Lake City, Utah 
Tucson. Anz 


PACIFIC 

Berkeley, Calf 
Fresno. Calif 
Glendale. Calit 
Honolulu. Hawan 
Long Beach. Calit 
Los Angeles. Calif 
Oakland. Calif 
Pasadena. Calif 
Portland, Oreg 
Sacramento, Calit 
San Diego. Calif 
San Francisco. Calf 
San Jose. Calif 
Seattle. Wash 
Spokane. Wash 
Tacoma. Wash 


TOTAL 
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* Mortality data mn this table are voluntarily reported from 121 cities in the United States. most of which have populations of 100 000 or 


more.A death 1s reported by the place of its occurrence and by the week that the death certificate was filed Fetal deaths are not mcluded 


** Pneurnome and infiuenza 
t 


counts will be avaslable in 4 to 6 weeks 


tt Total includes unknown ages 


§ Data not avaiable Figures are estemates based on average of past 4 weeks 


Because of changes in reporting methods in these 3 Pennsylvama cites. these numbers are partial counts for the current week Complete 
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Table V. Estimated years of potential life lost before age 65 and cause-specific mortality, 
by cause of death — United States, 1984 





Years of potential 
Cause of mortality life lost by persons Cause-specific mortality? 
(Ninth Revision ICD) dying in 1984* (rate/100,000) 
ALL CAUSES 
(Total) 11,761,000 866.7 





Unintentional injuries? 

(E800-E949) 2,308,000 40.1 
Malignant neoplasms 

(140-208) 1,803,000 191.6 
Diseases of the heart 

(390-398, 402, 404-429) 1,563,000 324.4 
Suicide, homicide 

(E950-E978) 1,247,000 20.6 
Congenital anomalies 

(740-759) 684,000 5.6 
Prematurity! 

(765, 769) 470,000 3.5 
Sudden infant death syndrome 

(798) 314,000 2.4 
Cerebrovascular diseases 

(430-438) 266,000 65.6 
Chronic liver diseases 

and cirrhosis 

(571) 233,000 11.3 
Pneumonia and influenza 

(480-487) 163,000 
Chronic obstructive 

pulmonary diseases 

(490-496) 123,000 


*For details of calculation, see footnotes for Table V, MMWR 1986;35:27. 

tCause-specific mortality rates as reported in the MVSR are compiled from a 10% sample of all deaths 
Equivalent to accidents and adverse effects. 

‘Category derived from disorders reiating to short gestation and respiratory distress syndrome. 

Staphylococcal Food Poisoning — Continued 

common vehicles were ham (27% of outbreaks with a known vehicle), »otato or egg salad 

(15%), and poultry (11%) (4). An outbreak occurs when a contaminated food is held at inap- 

propriate temperatures long enough to allow the organisms to elaborate toxin. The toxin is 

heat stable, and reheating foods will not prevent the illness. Human carriers are presumed to 

be the source of the enterotoxigenic S. aureus , but carriers often do not have visible lesions. 

Thus the absence of nasal or hand lesions is no guarantee of safety (4). As in this outbreak, 

the most frequently found problem is a critical error in food handling that facilitates bacterial 

contamination and growth (5). Proper education and supervision, along with thorough investi- 

gation of outbreaks, remain the cornerstones of prevention of foodborne iliness. 

References 
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on Thursday, November 27. 





Holiday Printing Schedule 
Because of the Thanksgiving holiday, Volume 35, Number 47, of the MMWR will be 
printed a day late. Therefore, distribution will begin on Friday, November 28, instead of 








TABLE |. Summary —cases specified notifiable diseases, United States 





46th Week Ending 


Cumulative, 46th Week Ending 





Nov. 15, Nov 
1986 


1985 


16, Median 
1981-1985 


Nov. 15. 
1986 





Nov. 16, 
1985 


Median 
1981-1985 








Acquired | deficiency Synd 

Aseptic meningitrs 

Encephatts: Prumary (arthropod-borme 
& unspec) 

Pest-infectious 

Crvehan 

Military 

Type A 


(AIS) 


Gonorrhea 


Hepatitis 


Legronetios:s 
Leprosy 
Malaria 
Measies: Total" 
indigenous 
imported 
Merungococcal infections: Total 
Crvihan 
Military 
Mumps 

Pertussis 

Rubella (German measies) 
Syphuts (Premary & Secondary): Civihan 
Mebtary 
Tomc Shock syndrome 

Tuberculosis 

Tularerma 

Typhoid fever 

Typhus fever. tick-borne (RMSF) 

Rabies. anual 





243 118 
233 231 


31 
15.920 


70 


N 11,663 
231 9,281 
37 1,082 

° 91 
17,601 784,918 

14,871 
19,912 
22,532 
3,084 
3.936 
689 
219 
994 
5,852 
5,561 
291 
2,145 


6,981 
9.306 


1,179 
110 
786,295 
18,702 
20,174 
23,057 
3,640 
5,087 
669 
334 
920 
2,664 
2,235 
429 
2,102 
2,095 


7 
2,605 
3,153 

594 
23.797 
145 
333 
18,752 
166 
340 
668 
4,800 


N 
8,665 


1,377 
81 
800,226 
21,595 
20,174 
21,127 


N 
6.438 
N 


215 
920 
2,443 
N 


N 
2,410 
2,395 

12 
2,928 
2,097 

893 
27,393 
338 

N 
20,632 
250 
349 
943 
5,432 





TABLE 11. Notifiable diseases of low frequency, United States 





Anthrax 

Botulism: Foodborne (Calif. 2, Alaska 2) 
infant (Calif. 11) 
Other 

Brucellosis (Mo.1) 

Cholera 

Congenital rubella syndrome 

Congenital syphilis, ages 

Diphtheria 


1 year 


Cum. 1986 





17 
57 
1 
76 
3 
10 
107 








Leptospirosis 
Plague 
Poliomyelitis, Paralytic 


Typhus fever, flea-borne (endemic, murine) 


Cum. 1986 
35 
7 
1 
84 
57 


31 
45 








**There were no cases of internationally imported measies reported for this week 
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TABLE Ill. Cases of specified notifiable diseases, United States, weeks ending 
November 15, 1986 and November 16, 1985 (46th Week) 





Reporting Area 


Aseptic 
Menin- 
cits 


Encephahtis 





Primary 


Post-in- 
fectious 


Gonorrhea 
(Crvehan) 


Hepatitis (Viral). by type 





Legrone! 
Unspec: losis 


NA.NB fed 


Leprosy 











1986 


Cum 
1986 





Cum 
1986 








Cum Cum 
1986 1985 





1986 1986 1986 














Cum 


1986 








UNITED STATES 


NEW ENGLAND 
Maine 


Conn 


MID ATLANTIC 
Upstate N Y 
NY City 

NJ 

Pa 


EN CENTRAL 
Omo 


WN CENTRAL 
Minn 

lowa 

Mo 

N Dak 

S Dak 

Nebr 

Kans 


S ATLANTIC 
Cel 

Ma 

oc 

Va 

W Va 

NC 

sc 

Ga 

Fla 


ES CENTRAL 


WS CENTRAL 
Ark 

la 

Okla 


Tex 


MOUNTAIN 
Mont 

idaho 

Wyo 

Colo 

N Mex 

Anz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calf 
Alaska 
Hawan 


Pac Trust Terr 
Amer Samoa 


233 
7 


al 


w 


nN 
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1,082 
25 


91 
3 


784,918 786,295 


20,809 20,148 
771 1,029 
502 506 
240 295 

7,599 8.362 
1,602 1,625 
10,095 8,331 


135,935 113,408 
16,210 15,932 
78,836 55.066 
17,542 17,200 
23,347 25,210 


102,317 
26,222 
11,214 
24,539 
32,939 
7,151 


33,720 


104,069 


205,111 
3,946 
25,749 
14,073 
17,127 
2,329 
32.669 


4,461 4,000 
111,286 
8.204 
4,773 
95.040 
2,387 
1,134 


114,713 
8,996 
5,739 

95,681 
2,770 
1,527 


184 174 
2.159 2.830 
247 369 
424 766 
51 - 


51 80 10 
1 7 


219 
8 





N Not notifiable 


U Unavailable 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weexs ending 
November 15, 1986 and November 16, 1985 (46th Week) 





Measies (Rubeola) Menin- ae 2 
Malana 9 Mumps ussis ubella 
imported * Total | infections 


Cum Cum Cum. | Cum Cum Cum Cum Cum Cum Cum 
1986 1906 | Sose 1985] 1986 1986] sae 1986] Seon | Ses 1906 | See | 1985 


UNITED STATES 994 - 291 2.664 2,145 98 4553 31 3,874 3,153 8 462 594 





Reporting Ar 
































NEW ENGLAND 61 : 16 - - 198 
jaune 2 - 1 - - - 2 9 


MID ATLANTIC 
Upstate N Y 
NY City 

NJ 

Pa 


EN CENTRAL 
Omo 


WW CENTRAL 
Minn 

lowa 

Mo 

N Dak 

S Dak 

Nebr 

Kans 


S ATLANTIC 
Det 

Ma 

oC 

Va 

W Ve 

NC 

sc 

Ga 

Fla 


w 


2 
4 
3 
6 
1 
4 
3 
1 
a 
5 
6 
3 
9 


we 


ES CENTRAL 


MOUNTAIN 
Mont 

idaho 

Wyo 

Colo 

N Mex 

Anz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Catt 
Alaska 
Hawan 


Guam 

PR 

vi 

Pac Trust Terr 
Amer Samoa 





“For measies only. imported cases includes both Out-of-state and international mportations 
N Not notable UU lab tin al Sout-ot-state 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States. weeks ending 
November 15, 1986 and November 16, 1985 (46th Week) 





Reporting Area 


Syphuks (Civihan) 
(Primary & Secondary) 


Toxc 
shock 
Syndrome 


Tuberculosis 


Tula 
rerma 


Typhoid 
Fever 


Typhus Feve 
(Tick-borne) 
(RMSF) 


Rabies 
Animal 








Cum 


Cum 
1986 1985 





1986 





Cum 


Cum 
1986 1985 





Cum 
1986 





Cum 
1986 





Cum 


1986 





Cum 
1986 





UNITED STATES 


NEW ENGLAND 
Maine 

NH 

vt 

Mass 

RI 

Conn 


MID ATLANTIC 
Upstate N Y 
NY City 

NJ 

Pa 


EN CENTRAL 
Ono 

ind 

mW 

Mich 

Wis 


WN CENTRAL 
Minn 

lowa 

Mo 

N Dak 

S Dak 

Nebr 

Kans 


S ATLANTIC 
Del 
Ma 
oC 


ES CENTRAL 
Ky 

Tenn 

Ala 

Miss 


WS CENTRAL 
rk 

la 

Okla 

Tex 


MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N Mex 

Anz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Caht 
Alaska 
Hawan 


Guam 

PR 

vi 

Pac Trust Terr 
Amer Samoa 


23,833 23,797 


19.374 18,752 


141 


1 


279 
16 


no WOAWN@Nh 


a 


730 
13 


Nn 


an -w 
On CONGO awe 


PNR 


7 
1 
1 
4 
1 
6 
5 
9 


4.836 
8 





U Unavailable 
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TABLE IV. Deaths in 121 U.S. cities.“ week ending 


November 15, 1986 (46th Week) 





All Causes, By Age (Yeers) 





Reporting Area ar 
Ages 








25-44 











1-24 








All Causes. By Age (Years) 











45-641 25-44 











1-24 











NEW ENGLAND 
Boston Mass 
Bridgeport. Conn 
Cambndge Mass 
Fall River Mass 
Harttord. Conn 
Lowell Mass 
Lynn Mass 

New Bedford Mass 
New Haven. Conn 
Prowdence RI 
Somerville Mass 
Springteid. Mass 
Waterbury Conn 
Worcester Mass 


698 


MID ATLANTIC 2.800 
Albany. NY 56 
Allentown Pa 28 
Buttalo. NY 

Camden. N J 

Ehzabeth N J 

Ene. Pat 

Jersey City NJ 

NY City NY 

Newark NJ 

Paterson. N J 
Pruadeipma Pa 
Putsburgh Pat 
Reading. Pa 

Rochester. N Y 
Schenectady N Y 
Scranton. Pa t 

Syracuse. NY 

Trenton, N J 

Uteca NY 

Yonkers. NY 


EN CENTRAL 

Akron Omo 

Canton. Oto 

Chicago. it § 

Ciwmcinnat. Oo 114 
Cleveland Oto 150 
Coturnbus. Omo 177 
Dayton. Omo 112 
Detront Mach 293 
Evansville ind 

Fort Wayne ind 

Gary. ind 

Grand Rapes. Mich 
inchanapols ind 
Madison Wis 
Milwaukee Wis 

Peona. 

Rockford. m 

South Bend. ind 

Toledo Oto 
Youngstown Omo 


WN CENTRAL 
Des Momes lowa 
Duluth Minn 
Kansas City. Kans 
Kansas City. Mo 
Lincoin. Nebr 
Minneapolis Minn 
Omaha Nebr 

St Lows. Mo 

St Paul Minn 
Wichwta. Kans 
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S ATLANTIC 
Atlanta Ga 
Baltemore Ma 
Charlotte. NC 
Jacksonville. Fla 
Noam: Fila 
Norfotk. Va 
Richmond. Va 
Savannah Ga 
St Petersburg. Fla 
Tampa. Fla 
Washington. DC 
Wilrungton Del 


ES CENTRAL 
Birmingham Ala 
Chattanooga. Tenn 
Knoxville. Tenn 
Loursville. Ky 
Memphis. Tenn 
Mobile Ala 
Montgomery Ala 
Nashville. Tenn 


WS CENTRAL 
Austin. Tex 
Baton Rouge La 
Corpus Christi. Tex 
Dalias. Tex 

El Paso. Tex 

Fort Worth. Tex 
Houston Tex 
Little Rock. Ark 
New Orleans. La 
San Antomo. Tex 
Shreveport La 
Tulsa, Okla 


MOUNTAIN 
Albuquerque N Mex 
Colo Springs. Colo 
Denver. Colo 

Las Vegas. Nev 
Ogden. Utah 
Phoenm. Anz 
Pueblo. Colo 

Salt Lake City. Utah 
Tucson Anz 


PACIFIC 

Berkeley. Calf 
Fresno. Cait 
Glendale. Calif 
Honolulu. Hawan 
Long Beach. Calf 
Los Angeles. Calif 
Oakland. Cait § 
Pasadena. Calif 
Portland. Oreg 
Sacramento. Calt 
San Diego. Calif 
San Francisco. Calif 
San Jose. Calif 
Seattle Wash 
Spokane. Wash 
Tacoma. Wash 


TOTAL 


tt 
11,878 7.716 
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* Mortality data im this table are voluntarily reported from 121 cities in the United States. most of which have populations of 100 000 or 


more.A death 1s reported by the place of its occurrence and by the week that the death certificate was filed Fetal deaths are not included 


* Pneurnoma and influenza 
? 


counts will be avaiable in 4 to 6 weeks 
tt Total includes unknown ages 
§ Data not available Figures are estates based on average of past 4 weeks 


Because of changes in reporting methods in these 3 Pennsytvama cities. these numbers are partial counts for the current week Complete 
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Erratum: Vol. 33, No. 54, MMWR Annual Summary, 1934 
p. 93 The following table replaces the table on homicide that appears in the MMWR Annua/ 
Summary, 1984. in the original publication, rates for another category were inadver- 
tently attributed to homicide. The following table gives the correct homicide data for 
1982: 


HOMICIDE — Number of homicides and homicide rates (per 100,000 population), by 
race, sex, and age group, United States, 1982 





White Black and other 
Total Male Female Male Female 
Age group No. Rate No. Rate No. Rate No. Rate No. Rate 














< 10 452 1.7 245 18 1.6 189 6.0 145 
10-14 150 1.0 68 09 1.1 58 3.6 29 
15-19 1044 64 766 9.2 3.5 . 722 «441.7 #177 
20-24 2,013 11.0 1,537 16.7 53 1, 442 846 303 
25-29 1,932 11.0 1,508 17.1 49 1, 538 1027 314 
30-34 1,506 95 1,216 15.3 3.6 1, 276 995 247 
35-39 1,208 89 937 13.9 4.0 781 81.9 160 
40-44 962 89 742 13.9 40 500 643 11€ 
45-49 678 7.1 540 11.5 2.8 433 65.1 91 
50-54 653 65 499 103 3.0 364 606 66 
55-59 498 49 377. 77 2.2 253 446 48 
60-64 392 4.1 282 64 2.2 191 39.9 46 
65-69 286 3.5 180 5.0 24 138 364 35 
70-74 223. 3.4 135 5.0 2.3 80 268 32 
75-79 169 3.7 94 53 47 24.5 25 
80-84 112 3.9 48 49 ‘ 20 19.8 13 
85+ 115 55. 54 8.2 12 14 


Age not 
stated 46 32 7 


Total 12,439 . . ' 50.2 1,864 
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FIGURE I. Reported measles cases — United States, weeks 42-45, 1986 





GEEEEB CASES REPORTED (—_] NO SEPORTED CASES 
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